
as a condition free from danger, but on the whole as
a wise provision of Nature ; not as a storm to be con-
trolled by antipyretics, but as a ship to be guided by
safe routes, by natural methods, until the storm is
past."
Holmes believed that it would be (on the whole)

better if all drugs were poured into tho sea, than givenin the blind, unthinking way they are. To bo sure,
ho pitied the fishes. This was an exaggerated state-
ment, but such men as ho and Jackson did much to
stay the empirical administration of medicine, so prev-
alent at that time.
Hoinaim, as a surgeon, has deserved much from the

profession, for his frankness and minuteness of detail
in his published cases.

Thomas, as a teacher, does not hesitate to admit
that many pet theories of his own, have been laid by
on the shelf as useless.
Mr. Tait, in a recent paper, admits that there are many

cases requiring removal of the uterine appendages, for
nervous symptoms alone. His former teaching has
been contrary to this. I do not quote his exact lan-
guage, but simply the substance. He is a man of
strong conviction, but his immenso experience and broad
views have taught him that there is a common-sense
association of symptoms and cause ; that errors of diag-
nosis, in this class of cases, have been made, I have no

doubt; but that is no fault of the theory.
No man has shown more frankness in acknowledg-

ing what he believes to be errors than Mr. Lister. No
one has received more criticism, or borne it more

cheerfully. The chief point upon which he has been
most severely criticised, was that of the use of chemicals
in the form of spray into the fresh wounds, with a
view to their effect upon the surrounding atmosphere
and the noxious germs contained therein. Some of
the best men in the profession, throughout the civilized
world, honestly and frankly believed aud taught that
not only were the germs contained in the atmosphere
harmless but that a spray of 1 to 40 of carbolic acid,
must of necessity be harmful and poisonous. Instances
of poisoning were abundant in the current litera-
ture of the day, and the opponents of the system de-
clared honestly that such a plan was contrary to common
sense, aud useless. The fact that open wounds of the

" face and other parts, difficult to cover aud usually
clean, healed so promptly was an argument adduced.
Yet the spray was insisted upon as a sine qua non in
surgery.
Read what Mr. Lister says in his address at the last

International Medical Congress at Rerun, last August:
" As regards the spray, I feel ashamed that I should
have ever recommended it for the purpose of destroy-
ing the microbes of the air." He goes still further
when he says, " And yet I must confess that 1 have
for a long time doubted whether either the washing or
the irrigation is really necessary. Those doubts have
been raised partly by experiments, some of which I
mentioned at the London Congress, which had proved
to mo that normal blood and even pus, were by no

means favorable soil for the growth of microbes, in
the form in which they are prosent in the air." This
expression of Mr. Lister is that of an honest man,
endowed with common sense, and voiced the senti-
ment of a largo number of equally honest, common-
sense men, who had opposed tho irrigation of fresh
wounds by chemicals of a destructive and toxic char-
acter. His more modern and simpler asepsis appeals

at onco to the common sense of all of us, while anti-
septics for septic cavities and surfaces, every one ap-
proves and uses.
The most wonderful, brilliant meteor that has ap-

peared in the medical sky in our day and generation
is certainly the theory advanced by Koch on the cure
of tuberculosis. Already its brightness has dimmed;
and I believe not many months will elapse ere it will
sink in oblivion, and bo remembered only as one of
the delusions of medical lore. It did not stand from
the first as a common-seiiBe method, but the honesty
and scientific ability of its originator gave us muc'n to
hope.
Having thus briefly touched upon some of the more

prominent elements of success in the practice of the
profession of medicine, our time will not allow a fur-
ther discussion as to many other things so essential to
the making an ideal physician and surgeon. We must
ever remember that there is no royal road to success,
in this or any other calling ; that there is no mysteri-
ous methods in legitimate study ; but that by long and
patient labor in the lines suggested, a young man who
seriously begins his course may reach to almost any
point in professional eminence that has ever been
attained.
It is an old and very trite saying, that "Genius is

simply an infinite capacity for taking pains," which,
translated into the language of our theme, means the
application of common sense to our every-day life-
work.
I cannot better close this paper than by a quotation

from an article from the pen of one of London's best
writers and investigators, Dr. li. W. Hichai'dson :

"Twenty years ago we were steering well and steadily
toward great principles on the preventive as well as
the curative side of medicine. Then there crept in the
wild enthusiasm for bacteriological research,— research
good enough in its way, as a piece of natural history,
and as disclosing some curious vital phenomena de-
veloped under morbid states of the organic structures
and the blood, but a positive insanity when accepted
as the one absorbing pursuit, restoring the humoral
pathology, ignoring nervous function, leading to Babel
with its utter confusion of tongues, and separating for
a time our modern art of cure from tho accumulating
treasures of knowledge, wisdom and light of over two
thousand years."

Original Articles

PRODROMAL AND EARLY SYMPTOMS OF
BRIGHT'S DISEASE.1

BYCHARLESF.WITHINGTON,M.D.,OFROXBURY.

No feature of chronic nephritis, more especially in
the interstitial variety of the disease, is more startling
than its insidiousness. Aman generally supposed to
be in good health is suddenly stricken with convulsions,
and tho urinary examination, then for the first time
made, shows renal degeneration to be extensive, in-
veterate and irremediable. Or the autopsy-table is
the first réveiller of the chronically contracted kidney,
whose slow changes have for years, all unconsciously
to its possessor and to his family, been undermining
the citadel of life.

1Read before the Massachusetts Medical Society, June9, 1891,and
recommended for publication by the Society.
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Even the careful medical examiner, with his suspi-
cions aroused, may fail to detect the fatally advancing
disease, by urinary examination. Dr. II. C. Wood 2

has published a number of cases in which he says the
urine was absolutely normal, so far as his tests could
go, and yet advanced cirrhosis of the kidney was pres-
ent. Flint also insists that the urine of renal cirrhosis
is sometimes perfectly normal. Fortunately we may,
I think, believe that instances are rare in which in-
terstitial disease fails to betray itself, if examinations
are careful and repeated. Yet the experience of these
writers, not lacking tho support of other authorities,
as to the elusiveness of the physical signs of this affec-
tion in some instances, may well make us seek for all
possible means, in obscure cases, of confirming our
evidence.
The class of persons most obnoxious to chronic

(interstitial) nephritis, hurried and overworked busi-
ness men, in the height of their activities and responsi-
bilities, are not introspective. They are not symptom-
hunters, and so long as their bodies answer reasonablywell to the exacting demands which they make upon
them, these men make no complaints. Hence early
symptoms, which persons of the other sex or of differ-
ent temperament would speak about, are unnoticed or

ignored.
What are the prodromal or at least the early symp-

toms, significant of this affection, which should arouse
the physician's suspicions and put him on the track of
a diagnosis ? Such symptoms may, as I have said, be
nil, or they may be of such a slight and vague char-
acter as to point to nothing more serious than digestivedisturbance or the result of fatigue. Rut they will
bear the closest study.
Without at tho present time going into any discus-

sion of the vexed questions regarding the pathogeuyof tin's disease, and looking upon the subject chiefly in
a clinical light, we may, I think, put foremost among
the prodromata of chronic interstitial nephritis, some
manifestation of gout. It may be latent; it may show
itself by no more patent sign than lithuria. This con-
nection is generally admitted, though we may not go
so far as to say with Tyson that gout is always, sooner
or later, followed by interstitial nephritis. That
statement is of course to be taken subject to the limit-
ation that the patient must be spared from intercurrent
diseases long enough to complete the evolution of his
nephritis. A gentleman now under my care with
lithuria, a trace of albumen and hyaline and finely
granular casts, tells me that 46 years ago he had what
was diagnosticated by a prominent Roston physician
as gout, though he has never had any arthritic symp-
toms of the disease since. I have been able to trace
a similar connection in more than half my patients
either to arthritic gout or to " gravel."
It may be remarked in passing that Virchow," who

disputes tho currently-believed relation between uric-
acid calculi and gout, nevertheless admits the frequent
infiltration of urates in various parts of the body, in-
cluding the kidney, in persons suffering from latent
gout, and thinks that both the renal changes and the
joint affections are due to the urates loading the blood.
Danforth4 has recently sketched graphically the

development of early pathological changes in the kid-
neys due to irritating substances in the urine, among
• Boston Mod. and Sarg. Journal, vol. cxil, p. 4!).
» Berliner Klin. Wochenschrift, 1884, No. 1 ; and London Medical

Record, November, 1884.
4 Transactions Association American Physicians, vol. v. p. 257.

the first of which he places uric acid. To a less degree
he finds oxaluriu and phosphaturia sources of irritation
to the tubular epithelium and so of renal inadequacy.

Less intimate as a (bathetic antecedent of nephritis
than gout, is rheumatism. It not infrequently hap-
pens that a rheumatic attack serves to declare a con-
tracted kidney. The patient fails to rally well from
his rheumatism, and examination reveals an intersti-
tial nephritis, which in some instances doubtless may
have antedated the rheumatism.
The growing importance attached to chemical factors

in the tetiology of disease (with the discovery of pto-
maines and other noxious chemical products of micro-
bio life) and the apparent relation above referred to
between uric acid, as a chemical irritant, and the pro-
duction of renal changes, suggest the inquiry whether
other chemical poisons, such as lead and arsenic, which
Dr. Putnam has shown us are so frequently detectable
in the urine, may not stand in some relation to Bright's
disease. If, as one may believe, gout has a kinship
on the one side with lead poisoning and on the other
with nephritis, it seems not unreasonable that its two
congeners might sometimes have a direct communica-
tion with each other.
Sir Andrew Clark has described a " renal inade-

quacy," which he thinks is perhaps a very early stage
of Bright's disease, where there is as yet no visible
alteration of structure, but where a healthy secretion
cannot be produced.0 The urine is a little scant, has
a low specific gravity and is deficient in urea. Such
patientB take cold easily, and in the event of an acute
illness or of a surgical operation, do badly. A restric-
tion of the diet, the author says, increases the urea
elimination and the health of the patient. A strong
objection to this view has been raised in the query,
How, if tho kidney is "inadequate" to the secretion
of a normal amount of urea, can the reduction of the
diet, with the diminution of the material out of which
urea could be obtained, possibly increase that product?
The line of demarcation between prodromal and

early symptoms of Bright's disease can probably never
be sharply drawn. Just when, for instance, litlnemia
passes over into the graver affection we may not know.
But all persons who have finally died of interstitial
nephritis have at some time passed over that (or someother equally) shadowy line. Could it have been
known when they were approaching it, treatment then
might have been of some avail. Of the symptoms of
the early stages of pronounced Bright's disease, some,
as will be seen, are far from distinctive. But when
they are grouped with others, in themselves no more
characteristic, the combination acquires a greater
significance.
In classifying the symptoms of Bright's disease one

is tempted to use as a basis the various pathological
processes which have been recognized as marking tho
evolution of the disease, as for instance hydrtemio
plethora, increased vascular tension, endarteritis and
vascular degeneration, and finally so-called urœmia.
But this classification seems to me unsatisfactory, be-
cause, first, many symptoms would come under more
than one of these classes. For instance, headache may
be produced by increased vascular tension, hydiiemia
or anuïiiiia. It may come from a degenerated cerebralvessel and be the precursor of an apoplexy, or it may
be a " unemic " symptom. I hemorrhages are favored,
on the one hand, by vascular degeneration, on the

« British Medical dour., February 24,1883, p. 34C.
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other by increased arterial tension, Rut again, thereis not at present any agreement as to what is the pri-
mary pathological change, or in what order tho others
develop. So-called unumic symptoms are almost cer-
tainly not due to retained urea, and are by many re-
ferred to vascular changes involving disturbances of
circulation. They often are among the earliest instead
of the latest symptoms, sometimes occurring in the
prealbuminuric stage.
I therefore submit the following list of clinical symp-

toms, arranged not according to theoretical processes
but to organs involved.

¡¡rain.
Headache.
Mental states.

Disorders of sleep.

Motor.

Sensory.
Coma.

Diijcsliva.

Circulatory,

Haemorrhages.

Polyuria,
Respiratory.

• Edemas.

SYMPTOMS.

'

Irritability, depression,
Weakness of mind,Delirium,
Insanity.
Sopor,
Sleeplessness,
Night-terrors.
Staggering,Convulsions,
Paralyses.
Neuralgias,
PariBstuesias,
Dizziness.

Vomiting,
Dyspepsia,
Diarrhoea,
Constipation, etc.
Aniumia,
Increased tension, palpitation, angina,
< Edema.
f Epistaxis,
1 líi'l ¡nil is,
I llieinoptysis,i Apoplexies.
j Frequent micturition,
| Nocturnal ennresis.
Cough, expectoration,
1 ryspnoea, Orthopnoea,Cl'ioyno-Stokes breathing.
Asthma.

I (iloltis,I Pleura,
( Lung.

Tho limits of this paper do not of course admit of
the discussion of these symptoms in detail. I will
merely touch upon one or two, hoping that others will
be elucidated in the discussion.
The mental states in Blight's disease are particularly

interesting. Early in the affection patients sometimes
complain that " the head feels muddy." There is a

slight haze over the intelligence which the patient
himself is aware of. The soundness of tho business
judgment may be impaired. Irritability, petulance or

depression and moroseness are noted by the friends.
The patient becomes a little self-distrustful and possi-
bly somewhat secretive about his affairs and intentions,
lie shows unusual annoyance, for example, at tho loud
playing of the organ in church, at street noises, at the im-
portunity of a peddler, etc. lie dislikes to reckon or to
play cards unless the simplest game, and soon tires of
that. He fulls asleep by day or perhaps lies awake
at night. Suddenly comes an attack of acute delirium,
with delusions which in the case that I have just been
describing was followed by a series of eelamptio attacks.
With recovery from these the delusions disappeared,
and the mental state returned to nearly the condition
before tho active delirium.
The insanity of Hright's is recognized among alien-

ists, not as a distinct type of mental disease, but as of
ictiological peculiarity. Dr. Alice Bennett gave an

address last year as president of a section of the Penn-
sylvania Medical Society,0 upon " Uriemic Poisoning
as one of the most frequent causes of Insanity." She
described some twelve cases rapidly fatal, in from
twelve to ninety days ; as many less rapidly fatal
(three months to nine and one-half years), eight of
rapid and three of slow recovery, and other groups
which remained stationary or pursued a very slow
downward course.

Dyspnoea is a symptom, which, as will appear later,
is one of the most frequent and earliest of Bright's
disease. When there is any organic affection of the
respiratory organs, as bronchitis, asthma, œdema, or
of the heart, the symptom appears very natural. But
when there is no structural alteration other than per-
haps left ventricular hypertrophy, it is much less easy
to explain. This dyspncea may be continuous or par-
oxysmal, in the latter form amounting to intense
orthopnœa with a sense of asphyxiation. Dr. E. P.
Howard,7 of Montreal, suggests that the continuous
dyspnoea may be due to diminution in the number and
oxygen-absorbing capacity of the red blood globules,
80 that the respiration is taxed to furnish the increased
oxygen thereby necessitated. As for the paroxysmal
dyspnoea, commonly classed as a symptom of urœmia,
tho mechanism of its production has not been, so far
as I know, satisfactorily explained.
In the hope of determining something of the rela-

tive frequency of the earlier symptoms of chronic
nephritis, I have taken off the data from 100 cases,
chosen somewhat at random from the earlier record-
volumes of the Nervous and Renal Service of the
Boston City Hospital. These cases were all diagnos-
ticated as chronic Bright's, but tho variety was not as
a, rule, specified. The great frequency of oedema as a

symptom, seems to make it probable that the prevail-
ing type of the disease was the diffuse or parenchyma-
tous, rather than the interstitial, which detracts from
the value of the figures for our present purpose. The
minuteness of the early symptom-record depends of
course much upon the habit of tho clinical recorder,
and in these cases the first recorded symptoms range
from twenty years to a fortnight before the admission
of the patient. In a hospital, of course, patients are
not admitted until some positively disabling phase of
the disease is present, and their ability at that time to
recall the first symptoms of their illness is not always
to be depended upon.
Of these 100 persons, then, with " Chronic Bright's,"

the following numbers had experienced, prior to enter-
ing the hospital, the symptoms severally set down
against them, which are arranged in the order of fre-
quency :

(Edema.
Dyspnœa 12 (minus concurrent phthisis 8), leaving
Nausea andvomiting.
Frequent micturition and polyuria ....
Cough 23 (minus concurrent phthisis 3), leaving
Headache.
Rheumatism.
Pain iu small ofhack.
Blurredsight.
Vertigo.• . . . .

Palpitation.
Dyspepsia.
Neuralgia.
Weakness.
Heiniplegia.
" Transactions Medical Socloty of the Stato of Pennsylvania, vol.

xxl, p. 127,
' Canada Medical and Surgical Journal, Novciubor, 1884, p. 193.

81
39
31
21
20
20
18
II
11
in
10
8
7
7
6
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Syncope andfalling. 4
Malaria and biliousfever. 4
Ilinrrhoia. .'1
Pain In right hypochondrium. II
Delirium. 3
Convulsions. 2
Epistaxis. 2
Insanity, sleeplessness, numbness, itching and tremor, each . I

In just one-half these cases are the habits as regards
alcohol recorded ; and of these 50, 23 used alcohol
(the amount not stated), 12 used much liquor, 5 used
no liquor.
With a view of studying the evolution of symptoms

in the most insidious form of chronic nephritis, I again
had recourse to the City Hospital records, this time
taking as the starting-point the post-mortem diagnosis
of chronic interstitial nephritis. For this purpose,
aided in part by the painstaking autopsy-index pre-
pared by Dr. Rrescott, I went over the first twelve
volumes of autopsy records, covering the years 1873
to 1890, selecting only those cases in which well-
marked interstitial disease of the kidney was estab-
lished by the autopsy. From these I eliminated all
surgical cases. Nineteen other cases were rejected in
which the patient was brought to the hospital coma-
tose or practically moribund, so that no adequate his-
tory of his previous condition was obtainable. Of
these 19 patients, I may say in passing, 4 died of con-
vulsions, 4 of hemiplegia, 1 of pneumonia, and the
rest in coma.
I have tabulated the remaining cases, 75 in number,

of persons dying from, or at least with, chronic inter-
stitial nephritis. Of these, 49 were males, 26 females.
The average age was nearly 47.4 years. Twelve of
these persons had died of intercurrent affections, that
is, diseases not directly connected with the patholog-ical processes of Bright's disease: 7 of pneumonia, 3
of cancer, 1 of meningitis, and 1 of tuberculosis. Sub-
tracting these cases, as possibly incomplete, through
having ended prematurely, I find that nevertheless,
the remaining G3 uncomplicated cases of Bright's died
at exactly the same average age as the whole number,
namely, 47.4 years.
Studying the 75 tabulated cases more closely, wo

learn that 23, or 31%, had suffered from rheumatism.
Many of them had had repeated attacks extending
over many years ; one, for instance, 20, another 30,
another 35 years. Four gave a previous history of
miliaria.
The habits regarding the use of alcohol were re-

corded as affirmative or moderate in the case of 12,
excessive in 10, and abstinent in tho case of 4.
In seeking to establish the relative priority or se-

quence of symptoms, one must be on his guard against
placing too much dependence on mathematical averages.
The dates which are set down in the tables are com-

puted backward iu each case from the time of the
patient's death. Often, of course, those dates are

lacking, and in proportion to this defect and to the
wide departure of any one individual in a small class
from the others, the value of averages is impaired.
With this preliminary caution, I will enumerate the
symptoms in the apparent order of their priority.

1. Polyuria, with frequent micturition, and espec-
pecially increased nocturnal micturition, was experi-
enced by 25 persons, or 33% ; one had it 20 years
before death, and 4 for 2 years and over. Eight per-
sons, giving data on this point, showed an average of
8j years of polyuria before death. This average does

not, as some others will be seen to do, require to be
raised to represent the true figure.

2. Dyspnoea was experienced by 47, or G4%, beingthe most froqueut symptom. The longest case was
40 years. The average of 2G persons giving dates,
was 108 weeks, or a little over 2 years. But this
average requires to be materially raised, from the fact
that it does not include 4 persons who had had
dyspnoea for ''years" and 1 who had had it "always."So that the true average date of dyspnoea should be
carried back nearer to that of polyuria.

3. (Edema, observed in 38 cases, or 51%. (This
will be remembered in comparison with the 81% of
oedema in the mixed cases of chronic Bright's.) The
longest cases were 15 and 12 years. The average of
2!) persons was 69 weeks, which requires to bo slightly
raised on account of a 30th person who had had it for
"years."

4. Cough occurred in 41 persons, or 50%. The
longest 10 years: 2 for 5 years. The average of 32
persons, 47 weeks, which is somewhat too low, as there
were three others who had had it for "years."

5 (or (5). Palpitation, 19 persons, or 25%. The
average of 9 persons had had it for 20^- weeks, which
is a little too low, as it does not include one person
who had had it for " years."

6 (or 5). Headache, 20 persons, 27%. Two had
had it "always" and one for "years," which should
materially raise the average of 11 others who had had
it for 21 weeks.
The remaining symptoms average too near each

other and are based on too small a number of cases to
warrant an opinion on their relative priority.Nausea and vomiting, present in 37 patients, or 49%.One had had vomiting "always," one for "years," and24 others averaged !)£ weeks before death. This aver-
age is probably too low.
Amblyopia, in 11 persons, or 15%. One person

had had it 7 years. Including him in G cases givingdates, we should havo an average of 54 weeks; omit-
ting him 5 cases give 16 weeks, which is doubtless
nearer right.
Vertigo, iu 13, or 17%. The earliest 22 weeks;

the average of 5, 9 weeks.
Diarrhoea, in 1 6, or 21%. One had it for 10 years.

The average of 10 others, G.2 weeks. (Per contra, 3record constipation.)
Lumbar pain, in 4 persons, 5% ; which shows tho

popular fallacy of back-ache as a symptom of Bright's,
at least in this form.
Cerebral haemorrhage occurred in 10 persons, or13%. The earliest was 5 years before death. Three

had 2 attacks, and 1 had 3. Six died from haemor-
rhage of bruin, or meninges.Other liiBinorrhages occurred as follows : of the nose,7; of the lungs, 6; bowels, 2; stomach, 1.
Delirium occurred in 15, or 20%. It was generally

a late symptom, the earliest case being 8 months, and
11 cases appearing first within the last two weeks of
life.
Disorders of sleep aro thus classed : insomnia or

vigil in 11 ; drowsiness or sopor in 4. Rather a late
symptom.
Convulsions, of course, occur late. They are re-

corded in only 7, or 9%. Coma, prior to the day of
dissolution, in 26. Cyanosis is spoken of in 11 cases;
in at least 5 it was noted 10 days or more before death.
Of other symptoms, infrequent, but of significance,
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I may mention : Itching in 2 persons ; other parœsthe-siie iu 3 ; thirst in 4 ; neuralgia in 2 ; sore-throat in 2 ;
Cheyne-Strokes respiration in 3.

HALLUCINATIONS IN THE INSANE.1
BY EDWARD B. LANE, M.D.,

Assistant Physician to the Boston Lunatic Hospital.
Hallucinations and kindred phenomena have,

from the earliest times, made a profound impression on
the human mind. They have awakened man's sense
of awe and stimulated his curiosity. They have ap-
pealed to his fears and nourished his egotism. As is
well known, they have contributed, in no small meas-
ure, to various religious beliefs, and they have exerted
an influence in the affairs of nations. In recent times,
hallucinations, like many other phenomena, have been
subjected to critical study by the faithless materialism
of our day, with the result that we are asked to regard
all auch as due to morbid cerebral action. This belief
is, however, far from being universally adopted at
present. The majority of people are yet inclined to
look upon a vision as something uncanny, and prefer
to believe the hallucinated as holding some occult rela-
tion to the supernatural world ; unless, indeed, there is
reason to believe one experiencing an hallucination to
be insane. Fortunately to-day the spiritual theory of
mental disease is all but obsolete. While men are

willing to allow that hallucinations of the insane are

subjective and pathological, they cling to the belief
that hallucinations in the sane are a source of revela-
tion from the spiritual world.It is certain, however, that hallucinations of the
senses are capable of being explained in physiological
terms ; also that they are a frequent symptom of
various forms of mental disease, and in one form (par-
anoia), at least, it would appear that they are a con-
stant symptom.
Yet, no one will deny that hallucinations occur in-

dependently of mental disease ; although we may not
call an hallucination physiological. How frequently
they occur in tho sane 1 am sorry to say I cannot tell.
Tho ceiiBiis that is now being taken in this country has
not been sufficiently analyzed. It will show probably
that not far from ten per cent, of the adult population
have had, at least, one hallucination. Whatever the
result may be I think it will prove to be a surprisingly
largo one

—

allowing liberally for errors necessary to
such a faulty method of collecting statistics.
For several years 1 have observed the acute cases of

insanity coming under my notice, with especial refer-
ence to tho presence or absence of hallucinations. It
is the statistical results of such analysis that I have ven-
tured to present to you to-night. I shall await with much
interest the analysis of the census of hallucinations
among the sane. Perhaps not until they are published
will the results of the small number presented here be
of much significance.
It is not my purpose to discuss the nature or origin

of hallucinations, whether in the sane or insane
—

but
by way of explanation, I will simply state that 1 regardail hallucinations as the result of perverted action of
the sensory regions of the cerebral cortex — thus
closely allied to tho function of memory aud the phe-
nomena of dreams.

1 Read before the BostonMedico-Psychological Society,March 19,1891.

The almost inevitable result of an hallucination,
whether in a sane or insane person, is a delusion. This
will not be an insane delusion necessarily. Such de-
lusions are, first, an explanation of the false perception
itself and this explanation varies with the past ex-
perience of the individual, his education and beliefs—
secondly, in the insane, delusions regarding the sup-
posed author of the apparition or voice.
The writer has long had a theory that the prevalence

of hallucinations in the sane explained the growth of
the delusion (as he regards it) of spiritualism in this
community.
There is a large clientèle of victims of occasional

false hearing, or false sight, who grasp with eagerness
any explanation of their experience which coincides
with their previous education, and, at the same time,
tends to increase their own importance.
It is customary in hospitals to speak of a patient be-

coming insane through spiritualism. I prefer to believe
that spiritualism is tho result of hallucinations, and that
insanity would have been very likely to occur even

though the theory of spiritualism had not been pre-
viously accepted.
The relation of hallucinations to delusions is a very

intimate one, and is very important in the study of
insanity. Delusions are found in the insane who have
not experienced hallucinations

—

more especially is this
true in acute mania and general paralysis, for in these
diseases the characteristic delusions aro less apt to be
based on hallucinations. In paranoia, on the other
hand, the delusions are, in most cases, the direct out-
come of hallucinations. In many cases of melancholia,
also, the depression is increased by tho hallucinations,
though both hallucinations and delusions are secondary
to the sense of depression. In this affection, however,
the hallucinations appear to give rise toa great variety
of secondary or superimposed delusions.
While this paper is devoted to the subject of hallu-

cinations it is necessary to explain that 1 have found
great difficulty, practically, in differentiating hallucina-
tions and illusions in the insane. Clearly marked
illusions I found rather rure. Yet, in the case of cer-
tain senses, it must be admitted that it is almost im-
possible to say that a given experience is not an
illusion. We can verify the patient's story when he
claims to see a face in the dark or hear the voices
when all is quiet. But, if he says he felt a hand, it is
clearly impossible for the observer to be sure there
was no external irritation. This difficulty obtains as
well in the senses of smell and taste. The patient says
ho tastes arsenic in his food. He is eating, and various
substances are being perceived by their smell and taste.
Still more is this true of visceral hallucinations, as we
cannot assert the patient may not bo subject to various
sensations which he misinterprets.

Because of the impossibility of accurately distinguish-
ing illusions from hallucinations I have considered
them all as hallucinations.
Physiologically, tho two symptoms are so much alike

I think the distinction a very unimportant one in this
connection. Yet the few cases whore the trouble was

clearly illusions of sight and hearing, unaccompanied by
hallucinations, have not been considered in the statistics
presented.
Nor have I attempted to tabulate all the cases of

insanity seen. The cases presented are a small frac-
tion of thoso seen by me, but believing a few hundred
cases carefully analyzed would be much more valuable
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